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Executive Summary

Over the last several decades, individuals with serious mental illness have increasingly been transitioned
out of hospitals and into communiyased settings. This shffom state to communitybased service
deliveryhas resulted in the shuttering of state hospitals across the cownithout sufficient increasén

the availability opecialty, communitpasedpsychiatric bedsAs the number of inpatient psychiatric

beds has decreased, health care providers haveeasingly struggled to secure inpatient services for
individuals who are in psychiatric crisis. Providers must frequently contact multiple facilities with no
guarantee that an appropriate bed may be availaBlee lack of psychiatric beds has escalated the
pressure on hospital emergency departments, which are called to serve individuals on voluntary and
involuntary psychiatric holds while awaiting transfers to psychiatric facilities.

The State of Michigan and Michigan Legislature have pursued severab@satwer the last few years

to expand access to inpatient psychiatric beds and improve the quality of care for individuals who have
experienced a psychiatric crisithese strategies include: (1) expanding the number of psychiatric beds

that are availableéhrough the Certificate of Need program, @)proving funds to pursue the building of

a new facility to replace the existiri@aro Centen3) establishing a new unit at the Center for Forensic
Psychiatry(4) collecting and examining data on the caustdanials for inpatient services, ans) (
FILOAETAGIGAYT GNIyarGAaAz2ya 2F OFNB GKNRdIdAK GKS [/ KA
various efforts, the crisis in access to inpatient psychiatric services has continued unabated.

In July 2017Michigan Department of Health and Human ServiédBiH$launched a new initiative,

which is known as the Michigan Inpatient Psychiatric Admissions Discussion (MIPAD), to respond to this
crisis. As part of this initiative, MDHHS convened a workgroup taatprimarily composed of providers

and payers to investigate ongoing barriers to inpatient psychiatric services and produce a set of
recommendations to overcome these barriefie MIPAD Workgroup submitted its final

recommendations to the department on @ber 31, 2017.

MDHHSonducted an analysis of the statutory, regulatory, and fiscal impact of implementing the
recommendationsMDHHSalso reviewed each recommendation and identified whether the
recommendation should be implemented on a shtatm, medium-term, and longterm timeframe.
Based upon this analysldDHHSas identifiedl9 of these recommendations for shetdrm actionand
will work with stakeholders to implement the sherm recommendations in 2018 he shorterm
recommendations are higighted in the table below.

MDHHSwill continue to seek to engage stakeholders throughout the implementation prdoess
conveningspecific workgroups or delegatimgplementationto existing forums. MDHHS is also

currently exploring opportunities to calborate with the House CARES Task Force on improving access
to inpatient psychiatric services for Michigan residents. Finally, MDHHS will seek to use grant funding
from the Michigan Health Endowment Fund to jumpstart the implementatioin@fecommendatims.

Number Recommendation \

The Michigan Certificate of Need Commission should review and potentially revise
Certificate of Need standards for Psychiatric Beds/Services to ensure that the
methodology accurately captures the true level of needdsychiatric services and ca
make accurate need predictions based on population estimates.
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Community hospitals should develop the capability for patients to receive assessn
and begin treatment while awaiting inpatient placement whether that is in a state
facility or community hospital. This could include leveraging telehealth capabilities
along with telehealth payment structures.

The Michigan legislature should require all community stemtn acute care hospitals
GAGK OKAfRNBYQa AYyLI GASY(d &LISOAIFfGAS
psychiatric programs to ensure that cdor children can be provided throughout the
state. This requirement should be complimented by grant funding or other incenti
to establish and continue providing this service.

The state legislature should work with professional associations ardigihrty payers
to re-examine the reimbursement for services by limited license professionals.
MDHHS and other payers should incentivize the development of specialized beha
health care units.

MDHHS should amerirepaid Inpatient HealtRlan(PIHPYontracts to ensure
standardized practices are prescribed for screening and communication.

The legislature should increase funding and capacity for Therapeutic Treatment F
Care (TFC), which includes addressing funding and licessuresi

MDHHS should increase the use of creative solutions for addressing the psychiatr
shortage to include loan repayment.

MDHHS should require PIHPs to have crisis stabilization services that are availab
and commensurate witkommunity need.

MDHHS and its community partners develop a standardized set of definitions for
inpatient psychiatric denials and admissions.

MDHHS should expand the use of telemedicine through the Medicaid Provider Me
MDHHS shoulamplement the following strategies to educate providers and payers
about confidentiality laws and regulations that affect the sharing of behavioral hea
information:

w / 2yRdzO0G SRdzOI GA2Yy |yR 2dziNBI OK STT
importance of interorganizational communication and the qualitative impacts of su
communication

w t NPOARS SRdzOlI GA2y G2 GKS LI &SN kYR
its impact on communication and coordination of care for the delivery of mdalth
services

w 9y O02dzNy 3S GKS FTR2LIGAZ2Y 2F GKS . SKI
assist with information sharing

w 9y3AF3AS AdGFGS6ARS |aa20AlGA2ya G2 |
MDHHS should integrate requirements fegalth information sharing and care
coordination into departmental policies, programs, and contracts. This strategy shu
include contracts with MHPs, PIHPs, and other contractors, providers, or service
agencies (e.g. public and private foster care pexriagencies).
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MDHHS should create a workgroup to develop and pilot a single statewide medice
clearance algorithm.

w ¢KAa ¢2N)] AINRdzZL) aK2dZ R NBOBASS G(GKS &
in implementing medical clearance criteria and alaya as to its efficacy and other
outcomes. Examples include the medical clearance pilots in (1) Kent County and
Macomb/Oakland/Wayne.

w CKA& ¢g2N] INRdzL) aK2dzZ R Ffaz2 I RRNBaa
as (1) early childhood, (8)der children, (3) adolescents, (4) geriatric patients, (5)
individuals with developmental disabilities, and (6) children in foster care.

MDHHS should create a workgroup to develop a standard referral packet for hosp
admissions, which would besad when requesting an inpatient bed. A standard
referral packet would reduce the paperwork that was being exchanged during hos
admissions and improve transitions of care for the individual.

MDHHS should create a workgroup to support eimgoing development of standards
for hospital admissions. The workgroup should:

w 58PSt 2L adl yRIFNR Qiwht beBavibral hedlth ditsk RY A
w S5AFTFSNBYGALIGS 06S0G6SSy O02YYdzyArAle K2,
w h dzii pestafichs f&r Bsychiatric acuity and general medical acuity for different
behavioral health crisis settings (e.g. IMDs, those within a general medical/surgice
hospital, etc.)

MDHHS should workith other state agencies and external partnegsivestigate and
address crossounty barriers to involuntary hospitalization through the following
strategies:

w /[ 2ftF02NIGS GAGK adlr(1SK2t RSNER G2 |
K2ALIAGFEATIFGA2Y A& RATTSINBadiCMASR ¥ (K
MDHHS should encourage the PIHPs to develop and implement new payment
methodologies (e.g. tiered rate) that (1) would promote and incentivize greater acc
to inpatient psychiatric services and improve outcomes for all populations and (2)
address barrierto care for specific populations. The PIHPs should collectively expl
consistent payment methodologies that address factors such as length of stay, int:
or acuity, and geographic factors. MDHHS should work with the PIHPs to ensure
consistency in th base rate paid for inpatient psychiatric services.

MDHHS should work with providers and payers to establish abasbd resource to
identify available inpatient psychiatric beds by gender, acuity, age, and diagnosis.
system should be similar2 a6 SR o62F NRaé¢ GKIFG KIF @S
Inpatient psychiatric hospitals, including state facilities, should populate the registr
GAOK dzLJRFGSR AYF2NXIGA2Y | 062dzi 6SR |
discharge. Usershould include PIHPs, CMHSPSs, acute care hospitals, inpatient
psychiatric hospitals, and employees/caregivers with other appropriate providers.
registry should be expanded in the future to include available beds at crisis residel
sub-acute detoxifcation, and other treatment settings. MDHHS and its external
partners should also establish a shared governance and oversight committee that
includes representatives of the different users of the registry.
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Introduction

Background on Challenges for Inpatient Psychiatric Access in Michigan

Over the last several decades, individuals with serious mental illness have increasingly been transitioned
out of hospitals and into communityased settingsThis shiffrom state to communitybased service
deliveryhas resulted in the shuttering of statespitals across the countwyithout sufficient increasen

the availability ospecialty, communitypasedpsychiatric bedsThe Michigan Department of Health and
Human Services (MDHHS) currently operdébes state psychiatric hospitals arwhe forensiccenter

that have a grand total 6f72beds! The number of psychiatric beds in community hospitals have also
fallen precipitously over the years: community hospitals in Michigan had a collective capacity of 3,041
adult beds and 729 child/adolescent beds 8932 and this capacity has dwindled in 2017 to 2,197 adult
beds and 276 child/adolescent betislaps that display the locations of inpatient psychiatric units in
Michigan can be found iAppendix B

As the number oinpatient psychiatric beds has decreased, health care providers have increasingly

struggled to secure inpatient services for individuals who are in psychiatric crisis. Providers must

frequently contact multiple facilities with no guarantee that an appiag bed may be available. Mid

{GFGS 1SFHETGK bSig2N]1 Qa oa{l bo NBOSy(d adidzkieal 2y Ay LJ
evidence of this trend.rBm March 2016 to March 2017, Community Mental Health Service Programs
(CMHSPs) in the MSHN reagi@ported31,107instances of communithased psychiatric inpatient

denials, vhich impacted 1676individuals:as a resulteach individuabn averagevas denied access to

inpatient services over8ltimes within one yeaf.

The lack of psychiatric betias escalated the pression hospital emergency departmenishich are
called to serve individuals on voluntary and involuntary psychiatric holds while awaiting transfers to
psychiatric facilities. Michigan emergency departments experienced 52,67 1fnagit84,517 Medicaid
beneficiaries who had a principal mental health diagnosis in 20¥6ile only a fraction of these visits
ultimately required an inpatient admission, the combined impact of these visits created immense
pressure on emergency departmergtad contributed to boarding of psychiatric patienEar example,
when the American College of Emergency Physicians surveyed a group of 328 emergency department
medical directors across the United States, 80% of the medical directors reported routimmgarsyc
patient boarding® Another study found that the total emergency department length of/stas
significantly longer for psychiatrammissions (1,089 minutes, 18 hours) when compared té non
psychiatric admissions (340 minutes, 5.6 hours).

1 Michigan Department of Health and Human Services. State Hospital Inpatient Census. January 24, 2018.
2Michigan Department of Health and Human Services. Michigan Certificate of Need Psychiatric Inpatient
Standards, Effective September 1993.

3 Michigan Department of Health and Human Services. Michigan Certificate of Need Psychiatric Inpatient
Standards, Efctive August 2017.

4Mid-State Health Network. Final Report for the Psychiatric Inpatient Denial Data Collection Pilot.

5 Michigan Department of Health and Human Services. Query of MDHHS Data Warehouse for Number of
Emergency Department Visits by MedicBieneficiaries with Mental Health Diagnosis.

8 American College of Emergency Physicians. ACEP Psychiatric and Substance Abuse Survey 2008.
"Nicks, B. A., & Manthey, D. M. (2012). The Impact of Psychiatric Patient Boarding in Emergency Departments.
Emergery Medicine International, 2012;9
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Hospitl energency departmentare alsofrequently underresourced and do ndtavethe physical

plant or staffing to treatmultiple individuals in psychiatric crisa the same timeand keep them safe.

This problem is particularly acute fmdividuals with corplex needs, which includes (1) aggression or
behaviors, (2) intellectual and/or developmental disabilities (including Autism Spectrum Disorder), (3)
substance use disorderand (4) medical conorbidities.Individuals with complex needs aa¢ésothe

most [kely to be denied admission for inpatient psychiatric services.

History of Staté.evel Efforts témprove Access

The State of Michigan and Michigan Legislature Ipawsued several strategies over the last few years
to expand access to inpatient psydhia beds and improve the quality of care for individuals who have
experienced a psychiatric crisis. Several of ¢hieftiatives are described in greater detail below.

1 The Certificate of Need Commission added 370 additional psychiatric beds to theideapnel
to specifically address the needs of specialty populations. The specific allocation of new
specialty beds byub-population is outlined below.

0 110 Beds foAdultsLiving with Intelle¢cual/Developmental Disabilities

0 20 Beds for Children or Adotemts living with Intelletual/Developmental Disabilities

0 110 Beds for €riatric Psychiatric Patients

0 110 Beds foAdultswith Severe Mental lliness Living with Comorbid Medical Conditions

0 20 Beds for hildren andAdolescents Living with SeveEenotional Disturbances and a
Comorbid Medical Condition

1 The Michigan Legislatuspproved funds to pursue the building of a néaeilityto replacethe
existingCaro Center. This new facility should expand S { I G S cAphcityatdpiokided | Y Q &
inpatient psychiatric services and improve the quality of care.

1 MDHHSpened an eighth unit with 34 new beds at the Center for Forensic Psychiatry on
January 8, 2017, and the unit is already operating at full capacity.

1 MDHHSpartnered withMSHNto quantifythe number of inpatient psychiatric denials and
examine the reasons for the deniaMSHNworked with the Behavioral Health and
Developmental Disabilities Administration and Certificate of Need Commission to develop and
pilot a data collection instrument ch could be used to collect information on deni&dkSHN
piloted this instrument with the 12 Community Mental Health Service Programs within their
region. MDHHS has now adopted this survey instrument and is expanding data collection
statewide, which shdd (1) improve the ability of the department to understand the scope of
the problem and (2) ultimately inform statewide discussions on solutions to persistent barriers
in access to inpatient psychiatric services.
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1 One of the challenges that the psychiathiospitals are confronting is assisting individuals with
mental health needs with transitioning back to the community. Many individuals who have been
admitted for an inpatient psychiatric stay encounter barriers when returning back to the
community such alack ofhousing and access to communiigsed mental health services.
MDHHSmplemented a pilot tdest new strategiesor overcoming barriers that individuals face
GKSY NBUOdAdNYyAYy3a K2YS® ¢KS LIAf20X gKAOK Aa 1y206Y
focused on identifying and resolving barriers that children and youth who were admitted for an
inpatient stay at the Hawthorn Center encounter when attempting to return to the community.
This pilot will help inform ongoing efforts at State of Michiganpiads and other community
inpatient psychiatric facilities to improve transitions of care for individuals who are recovering
from a psychiatric crisis.

Launch of theMichigan Inpatient Psychiatric Admissions Discussion

In July 2017, MDHHS launched a reitiative, which is known as the Michigan Inpatient Psychiatric
Admissions Discussion (MIPAD), to respond to this crisis. As part of this initiative, MDHHS convened a
workgroup that was primarily composed of providers and payers to investigate ongaingy o

inpatient psychiatric services and produce a set of recommendations to overcome these bairisrs.
report summarizes the findings of the workgroup and identifies the next steps for implementing the
g2N)] AINRdzZLJQa NBO2YYSYyRIGAZ2Yyao
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Overview of theWorkgroup Recommendations

MDHHS convened the MIPAD workgroup in order to identify a series oftelnort mediumterm, and
longterm recommendations for addressing persistent barriers in access to inpatient psychiatric services.
Due to theurgency of this crisis, MDHI48&t a goal ofdentifyingrecommendations for actiobefore the

end of 2017MDHHSalso created a steering committee to help coordinate workgroup discussions and

support the development of recommendations. The charters ferniain workgroup and steering
committee are included asppendixego this report.

The workgroup established five swmrkgroups to explore specific aspects of the inpatient psychiatric
access problem. The five sulbrkgroups are described below. The charters for theasobkgroups are
also included asppendixesto this report.

T

ThePhysical Plant SulVorkgroupfocused on explorinbarriers to inpatient psychiatric
ASNDAOSAE GKFG INB NBfEFGSR G2 GKS LKe&aAOolft
private psychiatric hospitals.

TheStaffing and €Eam-Based Care Su)/orkgroupidentified challenges for hiring and retaining
adequate, qualified, and appropriately trained staff to support the delivery of inpatient
psychiatric services.

TheContinuum of Care SuldVorkgroupexploredways to expand the avability of treatment

LI |y

options across the continuum of care in order to allow individuals to receive services in the most

F LILINRBLINA I GS aSGaAy3 FT2N G§KS Ay RiokgkoRpdisof Q &
identified strategies for reducing potentidarriers to treatment in specific residential settings.

Thelnteroperability SubWorkgroupexaminedwhether variance in specific clinical and

administrative processes across health care providers impedes information sharing and inhibits

access to inpatint psychiatric services.

TheFinancing and Reimbursement Siorkgroupidentified challenges that current financing

and reimbursement methodologies create for delivering inpatient psychiatric services. The sub

workgroupalso supportedhe work of other sib-workgroups by reviewing draft proposals and
evaluating the potential impact on financing and reimbursement of service delivery.

The subworkgroups concluded their meetings and maaseries of 42 recommendatiofs the
workgroup in October 2017he kg findings and recommendations of the sworkgroup are
summarized in the following pages of this repdre workgroup submitted the recommendations to
MDHHS for review and consideration.

KSI f 0

As part of the MIPAD initiative, MDHHS has also collaborated with stakeholders to explore the possibility
of establishing a psychiatric bed registry in Michigan. A psychiatric bed registry istmsezbresource
where providers and payers can search feaiable psychiatric beds in nesral time.MSHNand

Health Management Associates partnered togetheptiblish a report that summarized considerations
for developing a registry in Michigan. The MIPAD workgroup reviewed the report and expressed its
suppot for proceeding with the design phase of tregistry.
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MDHHS worked with the Michigan Health and Hospital Association and other partners to host several
meetings to discuss the design of the registry. The key findings from these meetings are summarized
under theWorkgroup Discussion on the Psychiatric Bed Re@aige of this report. The workgroup also
made a final recommendation in support of developing a psychiatric bed registry in Michigan.
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Physical Bht SubWorkgroup

Purpose of the SulWorkgroup

Thesubworkgroup focused on exploring barriers to inpatient psychiatric services that are related to the
LIK@aAOlIf Lyl 27T alsg&shaddpsvadpsythiatibspitaltta @ OKAF G NRA O K2

KeyFindings from the SulWorkgroup Discussions

The key findings from the Physical Plant-8utrkgroup are summarized below.

1

Most ammmunity hospitals are not designed to care fodividuals who areiolent, aggressive
and/or intellectual ordevelopmentallydisabled as well asdividuals who neetbngterm
rehabilitativestays. Most often these patients are referred to the state facilities

The current Michigan Certificate of Need Psychiatric BedkServices standard predicts need

with a methodology builupon inpatient utilization data. If not enough patients are able to

dzi Af AT S AyLI GASydG OFNBI (KSy (KAsiis RartdinaredsA f f y 2
of the state are predicted to have enough or even an estgoply of psychiatricpatient beds,

while patients wait for long periods of time for a bed.

a A OK A 3 I -sapsychiatrit hbspitals amperatingat full capacity, and there is a 200
person waitlist on most days. In the absence of programs to caiadiiduals who ned
longerterm or complex care, many patients end up waiting in a hospital emergency room for
placement in a state facility.

In a community hospital emergency room, patients are stabilized and often do not receive
treatment until inpatient placement

Michiganhag a4 K2 NI F3S 2F OKAf RNBY Q& LIAEOKAFGINRO AyLJ
andadolescents to be boarded amergency dpartments and not receiving appropriatare in

a timely manner. The emergencgghrtment is not a safe and theraptic environment for a

OKAfR AY YSSR 2F AYyLI GASY(d LIEAGOKAIFIUGNARO OF NBo
specialty and suispecialty medical care, then they should also invest in psychiatric inpatient

care for children.

TheSate of MichB I y Qa LIJAGOKALF GNAO K2aLWAaGlrta NB Fff 2«
state. Citizens that live in the northern Lower Peninsula and the Upper Peninsula must travel

YIye K2dNBE (G2 NBOSAGS OFNB Ay G KGSramspoit 6 $Qa FF OA
citizens to state hospitals, and this puts a strain on personnel and budgets. Further, family and
community supports are not incorporated into the care for theg&zens due to the distance.

The recommendations from the sworkgroup are icluded on the next page.
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Recommendationsrom the SubWorkgroup

Number Recommendation \

In order to care for individuals with more complex health needs, community hospital
should (1) implement security measures to keep individuals and stafbgdf€2)
redesign old/outdated infrastructure throughout the facility. This recommendation
includes both security for personnel (including recovery coaches and certified peers
adequate technology to implement safety features. Thelesign of psychtac units
and emergency departments should follow best practices such as (1) tranfonmned
design and (2) designs with increased flexibility (e.g. rooms that can convert betwee
single and double beds to allow for gender separation, nurse stationsémabe
expanded when additional rooms are needed and still allow for auditory and visual
monitoring, etc.).

The Michigan Certificate of Need Commission should review and potentially revise 1
Certificate of Need standards for Psychiatric Beds/Seswiz ensure that the
methodology accurately captures the true level of need for psychiatric services and
make accurate need predictions based on population estimates.

Community hospitals should develop the capability for patients to re@sgessment
and begin treatment while awaiting inpatient placement whether that is in a state fac
or community hospital. This could include leveraging telehealth capabilities along w
telehealth payment structures.

The Michigan legislature shtal require all community shottierm acute care hospitals
GAGK OKAfRNBYQa AYyLI GASY(d &aLISOAlIfGASaA
1.04  psychiatric programs to ensure that care for children can be provided throughout the
state. This requirement shoulte complimented by grant funding or other incentives
establish and continue providing this service.

The State of Michigan should build aB8d psychiatric inpatient hospital in the
northenY2 &4 I NBF 2F aAOKA3IIl yQa fdcidtywisobingt Sy
planned and constructed, the state should partner with a community hospital to pro\
state psychiatric care in this currently unserved community.

1.01

1.02

1.03

1.05
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Staffing and TeasBased Car8ubWorkgroup

Purpose of the SulWorkgroup

Thesub-workgroup identified challenges for hiring and retaining adequate, qualified, and appropriately
trained staff to support the delivery of inpatient psychiatric services.

Key Findings from the Su/orkgroup Discussions

Thesubworkgroupfocused on identifying issues and brainstorming solutions for serving individuals
with complex health needs who are the most likely to be denied inpatient care. In particular, the sub
workgroup sought to develop a framework for establishapgropriately saffed specialty programs
which address the level of care aimdensity of service needs afdividuals with complex need If such
specialty units existed, special needs patients would ntionely access to critical inpatient psychiatric
services, whickvould reduce the pressure on general psychiatric units and emergency departments.
The key findings from the sulorkgroup are included below.

1 There are four sulpopulations of individuals who confront unique barriers in accessing
inpatient psychiatric setces. Individuals these sukpopulationsrepresent the majority of
inpatient denials. These individuals need enhanced and speciabzedrovidedby trained
professional staff.

o Individuals with intellectual and/or developmental disabilities
o Individuals recovering from substance usdisorder

o Individuals with high and severe behaviors

o Individuals with medical emorbidities

1 Professional staffvho provide servicesn inpatient psychiatric units are compensataicthe
same level as staff on medical/surgioaits despitethe challenges of developing and managing
a safe ambulatory milieu with an ever changing mix of behaviors and diagnostic complexities.
Professional staff in inpatient psychiatric units are aswe likelyto be physically and/or
emotionally traumatized than those on medical/surgical uniise combination of these factors
leads to burrout and high turrover rates. Further, compensation at academic centers and
state hospitals isiot as competitie as the private sector, which creates significant challenges
for recruiting and retaining staff

i Facilities encounter substantial challenges with recruiting and retaining staff with special
psychiatric inpatient care competencies, which inclugedical substance use, behavioral
analysis, geriatric psychiatry, child psychiatry, general psychiBtey lack of staff with these
competencies inhibits the ability of facilities to serve individuals with complex health needs.

9 Certain types of professionaladt (MSWs and psychology PhDs) cannot be reimbursed under

state law for services that are rendered before supervision hour criteria are met, which acts as a
deterrent to new graduates working at inpatient psychiatric facilities.
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f ACNRYy it Ay Smembérstofftte clinitdBearh &nd often includehavioral techiciars,
care assistants, child care staff. Inpatient psychiatric facilities confront a number of challenges
with recruiting, training, and retaining sufficient frontline staff to provide higlality care.
These challenges include establishing a competitive wage structure, providing adequate training
and support, and addressing caregiver trauma that is associated with safety events.

1 The subworkgroup members concurred that the delivery of higiality care in inpatient
psychiatric units is based upon (1) the usevdtlence basedispported and/or best practices,
(2) family and persogentered care, (3) trauma informed care, and ¢énsition support with
commitment to community inclusian

1 Sate of Michigan hospitals and community inpatient psychiatric facilities provide ulyique
different types of services, which are described below.

o Admissions and discharges to State of Michigan facilities are approved and managed by
local Community Mental Health Service Programs.

o State of Michigan hospitals focus on providing lbeigm service with emphasis on
psychosocial rehabilitation (adultshé habilitation in the context of school (children)
with transition to significantly modified communitare. Most community inpatient
psychiatric facilities focus on shedrm service withan emphasis on rapid lys of
behaviors with medicatioand retun to relaively unmodified community care.

o Patientswho are served at State of Michigan hospitals typidadiye a substantial
history ofother inpatient stays and have exhausted all other options for service.

o Patientswho are served at State of Michiganspitals frequentlyhave a history of high
and severe behaviolg.g. aggression) @omplex medical needs.

Recommendationgrom the SubWorkgroup

Number Recommendation \

The state hospital system and community hospital systems should improve the hirir
and retention of qualified and competent staff by implementing the following strateg
i Developing evidenebased onboarding and ongoing training for staff hired to
specidty units
Compensating staff with specialty training appropriately and competitively
Developing retention strategies such as a lexadsociated compensation
structure with merit and senior criteria. Other retention and compensation
strategies may inclile (but are not limited to) loan forgiveness.
9 Developing position descriptions that support a sitected, bottomup work
team
The state legislature should work with professional associations andhitg payers to
re-examine the reimbursementf services by limited license professionals.

1
2.01
1

2.02
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Number Recommendation \

MDHHS should work with clinical and business leaders at public, private, and unive
hospitals to form an ongoing consortium which espouses the ideas herein, improve:
them, monitors progress, and re@dsrto appropriate entities in order to encourage and
support the development and maintenance of specialty units.
The state hospital system and community hospital systems should increase the adc
of effective and evidencbased practices for delivering teabased care by
implementing the following strategies:
9 Incorporating the delivery of specialized behavior@hlth treatment, care, and
services into hospital mission statements
1 Developing a bottorup and selRA NE OG SR G LINRB2F 2F O
based upon the gap analysis for specialized behavioral health care units, an
considering evidence from hehltare literature
1 Establishing guidelines that unit models are mdiiciplinary, traumanformed,
personcentered, familydriven (youthguided) dedicated to use of evidence
2.04 based/supported methods and reflect integrated gaotive safety systems with
patient activation
9 Developing transition support services in order to guide the community in
developing sophisticated continuum of care aftercare plans that make re
admission less likely
f 9yadaNAy3d (GKFEG GFNRYy Gt Ay Sé aitdnshyfof NJ
service
1 Developing substantial and evidence based onboarding and ongoing trainin
staff hired to specialty units
1 For specialty units, actively engage a performance improvement model in th
context of integrated safety systems
Commy A& K2alLAdalf aeadsSvya akKkz2dZ R O2yRd

2.03

2 specialized behavioral health care units.
206 The state hospital system and community hospital systems should affiliate with
' university systems to share model plannipgogress, and outcomes.
207 MDHHS and other payers should incentivize the development of specialized behavi

health care units.
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Continuum of Car8ubWorkgroup

Purpose of the SulWorkgroup

Thesub-workgroup explored ways to expand thgailability of treatment options across the continuum

of care in order to allow individuals to receive services in the most appropriate setting for the
AYRAGARIZ f Qa KSI f K -workghupald idenfifed sirate§iSsSdR @dbcing K S & dzo
potential barriers to treatment in specific residential settings.

Key Findings from the Su/orkgroup
The key findings from the Continuum of Care -8¥trkgroup are summarized below.

1 The subworkgroup members also noted that inpatient psychiatrémbmay sometimes be
available buthat the inpatient psychiatric unit does not have sufficistaff or staffthat are
appropriately trained to addrss the needs of the individual.

1 The subworkgroupmembersalso noted that there is atk of continuity of ca when the
individual is discharged from one program or department to another resulting in the individual
not receiving services in a timely fashion or recg\imited followup of services, which
contributes torecidivism.

1 The subworkgroup members nied that (1) the limitations on mental health services at jails and
jail diversion efforts and (2) ongoing barriers to accessing commbaggd services contribute
to the increased demand for inpatient psychiatric services. Theasrkgroup members
specfically highlighted that the shortage of crisis residential and afege programs elevates
the demandfor inpatient psychiatric services.

1 The subworkgroup members also emphasized the role thaffing shortages and lack of
specialized trainings for&ff have across all service domains, which inclymshiatry, soal
work, nursing, behaviorists, and behavioral technicians

1 The subworkgroup members also highlighted barriers that individuals encounter when
attempting to access inpatient psychiatservices in another county. The sulorkgroup
indicated that this issue is related to the County of FimarResponsibility requirements.

1 The subworkgroup members also indicated that Michigan does not lstaadardized pre
screening processes acrose thtate.

Recommendationsrom the SubWorkgroup

Number Recommendation \

301 MDHHS should work withrepaid Inpatient Health Pla{PIHP}o increase the
' availability of shorterm community intensive treatment programs throughout the sta
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3.12

3.13

3.14
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Thecorrections and juvenile justice systems should complete validated mental healt
screenings and referrals for further assessment/treatment for (1) children prior to
entering the juvenile justice system and (2) adults with behavioral health concerns
including substance use disorders entering county jails.

The State of Michigan should require a statandated standardized training for the
direct care workforce which includes all disciplines (potential licensure or accreditati
The State of Midlgan should establish standards for the provision of psychiatric supy
in allemergencydepartments (admission, treatment, discharge), which should includ
(1) using telepsychiatry, (2) assist in managing medications, (3) develogirgeagency
MedicalTreatment and Labor AGEMTALRAcompliance team to reviewmergency
departmentcases and perform site visits, and (4) embedding CMHSP providers in
emergencydepartments with Medicaid reimbursement for services provided.

The State of Michigan shouékpand crisis intervention teams and require law
enforcement staff to be trained in Mental Health First Aid or equivalent.

MDHHS should amend PIHP contracts to ensure standardized practices are prescri
screening and communication.

TheState of Michigan should establish accountability standards for care coordinatio
between criminal justice and behavioral health systems to ensure the continuity of ¢
(which includes developing medication formulary that allows for medications to follo
the individual) from community to jail.

The legislature should increase funding and capacity for Therapeutic Treatment Fos
Care (TFC), which includes addressing funding and licensing issues.

MDHHS should increase the use of creative solstfon addressing the psychiatrist
shortage to include loan repayment.

MDHHS should require PIHPs to have crisis stabilization services that are available
and commensurate with community need.

MDHHS and its community partners develogtandardized set of definitions for
inpatient psychiatric denials and admissions.

MDHHS should develop state capacity for clinical coordinators for high acuity patier
access intensive wraparound services after discharge or upon need.

MDHHSshould ensure seamless transitions of care from all settings by allowing Mec
payment to follow the recipient regardless of where the individual is served in the
community.

MDHHS should expand the use of telemedicine through the Medicaid Prdvateual.
MDHHS and its external partners should engage medical students in psychiatric rot
at a diverse set of locations.

MDHHS and its external partners should complete a crisis adequacy assessment fc
entire continuum including cetenters, mobile crisis, crisis stabilization, Crisis Respo
Units, inpatient psychiatric units, and law enforcement. MDHHS should also establis
forum or center for sharing best practices, identifying centers of excellence, providir
trainings, and stablishing performance indicators and guidelines.
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InteroperabilitySubWorkgroup

Purpose of the SulWorkgroup

The sub-workgroup examined whether variance in specific clinical and administrative processes across
health care providers impedésformation sharing and inhibits access to inpatient psychiatric services.

Key Findings from the Su/orkgroup
The key findings from the Interoperability SWorkgroup are summarized below:
1 The subworkgroup noted that that aresystemlevel barriers acrosslichiganwhich interfere
with the quality and efficiencgf service delivery to individualgho require inpatient psychiatric
services These artificial barriers include breakdowns in communication;standardized
workflows or lackof clear expectations for care. These inefficiencies lead to unnecessary poor
outcomes for our Michigan residents in crisis such as longer emergency department wait times,
disjointed outpatient care, and differential care experienaedsch aredependent yponwhere
the individual lives in Michigan

1 The subworkgroup definedriteroperability as the ability of providers across the system to
exchange and make use of information in order to operate in conjunction with each other.

1 The subworkgroup identifiel the following barriers to interoperability in the delivery of services
to individuals who are experiencing a psychiatric crisis:

0 Barriers that are related to the information exchange

A Variation inexisting state and federal privacy laws that govern the
confidentiality d behavioral health information

A Lack of uniformity in the application of these laws

A Variance in the use of health information technology and health information
exchange in the coordination of care

0 Barriers that are related torng-admission processesyhich includes (1)@ite medical
settingevaluations and medical testimy medical clearancand (2) eferral packets

0 Barriers that are related toriteria for inpatient and ther crisis setting admissions
A Variation in @mission criterisstandards
A Variation in epectations around psychiatric and medical acuity
A Variation in @finitions ofthe level of service for acute care hospitals with

inpatient psychiatric units, freestanding psychiatric hospitals, Siade of
Michigan hospitals
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Recommendationsrom the SubWorkgroup

MDHHS should work with its external partners to encourage broader and more
consistent use of technology that supports health information sharing through the
following strategies:

9 Achieve statewide adoption of Admit, Discharge, and Transfer (ADT) notifice
for inpatient psychiatric stays, improve the data quality and usability for ADT
messages, and explore policy, regulatory, and contractual changes to suppc
attainment ofthese goals. This recommendation includes all inpatient,
emergency care, and crisis residential settings.

I Promote the sharingf the medication information through the statewide heall
information exchange infrastructure.

MDHHS should work witlts external partners to encourage broader and more
consistent use of technology that supports health information sharing through the
following strategy:

1 Pursue adoption of statewide encrypted email to support irdeganizational
communication. MDHHS shiolidentify user groups as broadly as possible to
AyOft dzZRS ftf AYRAGARdAzZrf&a 6Kz YIF& 0°¢

MDHHS should implement the following strategies to educate providers and payers
about confidentiality laws and regulationsahaffect the sharing of behavioral health
information:

1 Conduct education and outreach efforts to inform the provider community or
the importance of inteorganizational communication and the qualitative
impacts of such communication

9 Provide education tohe payer and provider community regarding Public Act !
and its impact on communication and coordination of care for the delivery of
mental health services

9 Encourage the adoption of the Behavioral Health Consent Form as a mecha
to assist with informébn sharing

I Engage statewide associations to assist with education of providers and pay

MDHHS should integrate requirements for health information sharing and care
coordination into departmental policies, programs, and contracts. This strategyld
include contracts with MHPs, PIHPs, and other contractors, providers, or service ag
(e.g. public and private foster care provider agencies).

MDHHS should create a workgroup to develop and pilot a single statewide medical
clearancealgorithm.

1 This workgroup should review the work that has already been done across t
state in implementing medical clearance criteria and any data as to its effica
and other outcomes. Examples include the medical clearance pilots in (1) K
County anl (2) Macomb/Oakland/Wayn€ounties

9 This workgroup should also address the different needs of specific populatic
such as (1) early childhood, (2) older children, (3) adolescents, (4) geriatric
patients, (5) individuals with developmental disabilitiaad (6) children in foster
care.
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Number Recommendation \

4.05

4.06

4.07

4.08 (A)

4.08 (B)

4.09

MDHHS should create a workgroup to develop a standard referral packet for hospit:
admissions, which would be used when requesting an inpatient bed. A standard re’
packet would reduce the paperwork that was bgiexchanged during hospital
admissions and improve transitions of care for the individual.

MDHHS should create a workgroup to support the ongoing development of standar:
hospital admissions. The workgroup should:

i Develop standard criteria for admission to inpatient behavioral health units

i Differentiate between community hospital unit and state hospital unit
capabilities

9 Outline expectations for psychiatric acuity and general medical acuity for
different behaviordhealth crisis settings (e.g. IMDs, those within a general
medical/surgical hospital, etc.)

MDHHS should collaborate with its external partners to develop a universal voluntai
admission form and process for use to all inpatient behavioral heattings. This form
should be similar to the use of standardized involuntary forms such as the petition a
certification forms.

MDHHS should workith other state agencies and external partners to investigate ar
address crossounty barriers tanvoluntary hospitalization through the following
strategy:

1 Collaborate with the State Court Administrative Office (SCAQ) to issue clarif
guidance around the following question: Does the location of the setting whe
person is evaluated for a peitin and certification and the location of the relate
inpatient hospital unit have an impact on which court hears the case?

MDHHS should work other state agencies and external partners to investigate and
address crossounty barriers to involuntary hospitalization through the following
strategy:

I Collaborate with stakeholders to address payment issues when the county ¢
hodJAGFEATFGA2Y Aa&d RAFTFSNBYy(G FTNRY

MDHHS should work with its external partners to address barriers in identifying and
engaging individuals who are responsible for consenting for inpatient treatment for
childrenwith specific needs (i.e. unaccompanied unadjudicated minors, unaccompa
refugee minors, children in foster care). This recommendations includes addressing
issues of timeliness with emergency guardianship or child protective services.
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Financing an&eimbursemensubWorkgroup

Purpose of the SulWorkgroup

Thesub-workgroup identified challenges that current financing and reimbursement methodologies
create for delivering inpatient psychiatric services. Thewalkgroup also supported the work ofher
subworkgroups by reviewing draft proposals and evaluating the potential impact on financing and
reimbursement of service delivery.

Key Findings from the Su/orkgroup
The key findings from the sulorkgroup are summarized below:

1 Communityhospitals struggle to operate inpatient psychiatric units due to several structural
challenges, which includes (1) the challenges that a low and sporadic censuses creates for
maintaining adequate staffing, (2) overall lack of psychiatrists and other &fynstmbers, (3)
the substantial capital requirements for making necessary physical plant changes to establish
inpatient units, and (4) the impact of low reimbursement rates on the financial sustainability of
operating these units.

9 Current payment and femcing structures (includinigospital Rate Adjustment (HRggyments)
are not flexible enough to incentivize admissions of individuals with complex needs.

1 Coordinating benefits for Medicaid enrollees who require an inpatient stay but also have
medical cemorbidities is particularly challenging under the current payment structefelPs
are generdl responsible for providing coverage for inpatient psychiatric stays while Medicaid
Health Plans are responsible for providing coverage for physical heddiied admissions. The
barriers around coordinating benefits for this population leads to worse health outcomes for
individuals.

9 Stigma and cultural barriers still exist and have a significant impact on the ability to secure
inpatient placements for individug with complex needs.

Recommendationgrom the SubWorkgroup

Number Recommendation |

As MDHHS is updating the HRA payment methodology to bring it into compliance w
the managed care rule, MDHHS should incorporate new metrics into the methodolo
that include more timely utilization of inpatient psychiatric services. MDHHS should
explore future opportunities to incorporate new metrics into the methodology that
include outcomes related to quality and increased access to care. The metrics Bbou
consistent on a statewide basis but also allow some flexibility in distribution by the
PIHPs. MDHHS should continue to engage hospitals, PIHPs, and other stakeholder
development of the new HRA payment methodology.

5.01
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Recommendation |
MDHHS should encouradeet PIHPs to develop and implement new payment
methodologies (e.g. tiered rate) that (1) would promote and incentivize greater acce
inpatient psychiatric services and improve outcomes for all populations and (2) addi
barriers to care for specific polations. The PIHPs should collectively explore consist
payment methodologies that address factors such as length of stay, intensity or acu
and geographic factors. MDHHS should work with the PIHPs to ensure consistency
base rate paid for ingtient psychiatric services.
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Workgroup Discussion on tRsychiatric BeRegistry

Overview of the Statewide Discussion on the Registry

As part of the MIPAD initiative, MDHHS has also collaborated with stakeholders to explore the possibility
of establishing a psychiatric bed registry in Michigan. A psychiatric bed registry iskmsazbresource

where providers and payers can search feaitable psychiatric beds in negral time. MidState Health
Network and Health Management Associates partnered together to publish a report that summarized
considerations for developing a registry in Michigan. The MIPAD workgroup reviewed the report and
expressed its support for proceeding with the design phase of the registry.

MDHHS worked with the Michigan Health and Hospital Association and other partners to host several
meetings to discuss the design of the registry. The key findings from the design discussions are included
below. A diagram that summarizes the proposed de&giures for the registry is included in

Attachment |.The workgroup also made a final recommendation to the department to encourage the
development of a psychiatric bed registry in Michigan.

Key Findings from th®esign Group Discussions
The key findings from the design discussion are summarized below:

In order to achieve effective implementation of the registry, inpatient psychiatric facilities and their
community partners will need to achieve some level of dadization of (1) key clinical processes such
as preadmission screening and medical clearance and (2) definitions for different levels of acuity.

The registry should be designed in a way that prioritizes finding placements for individuals who have been
waiting the longest.

The registry should initially focus on collecting information on the availability of beds at acute care
hospitals with inpatient psychiatric units, freestanding psychiatric hospitals, or partial hospitalization
services. The registgould be expanded to include crisis residential settings or detoxification services.

Recommendatiorfrom the Workgroup

Number Recommendation \

MDHHS should work with providers and payers to establish ab&asbd resource to
identify available inpatiet psychiatric beds by gender, acuity, age, and diagnosis. Tt
d8a0SY akKz2dA R 0S aAYAfINI G2 doSR 02FN
Inpatient psychiatric hospitals, including state facilities, should populate the registry
updatedin2 NI GA2Yy | 062dzi 6SR F@FAfFoAfAGR

6.01  discharge. Users should include PIHPs, CMWB#R3s acute care hospitals, inpatient
psychiatric hospitals, and employees/caregivers with other appropriate providers. TI
registry shold be expanded in the future to include available beds at crisis residentii
sub-acute detoxification, and other treatment settings. MDHHS and its external partr
should also establish a shared governance and oversight committee that includes
representdives of the different users of the registry.
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Next Steps for the MIPAD Initiative

Analysis and Implementation of the Recommendations

The MIPAD Workgroup submitted its final recommendations to the department on OctoBe2@17.
MDHHSonducted an analysis of the statutory, regulatory, and fiscal impact of implementing the
recommendations MDHHSalso reviewed each recommendation and identified whether the
recommendation should be implemented on a shtatm, mediumterm, and longterm timeframe. The
definitions of shortterm, mediumterm, and longterm are included below. The results of the arsady
are also included iAttachment JDf this report.

1 ShortTermt MDHHSwill work with stakeholders to implement this recommendatioy the end
of 2018.

1 MediumTerm MDHHSwill work with stakeholders to implemerthis recommendation by the
end of 2019

1 LongTerm MDHHSwill work with stakeholders to implement this recommendatioy the end
of 2022.

Based upon this analysDHHSas identified 19 of these recommendations for shigmm action and

will work with stakeholders to implement the shotéerm recommendations in 20181DHHSwill

continue to seek to engage stakeholders throughout the implementation process, which may take the
form of convening specific workgroups or delegating the implementation of thesernmendations to
existing workgroups or forums

Alignment with the House CARES Task Force

On July 1%, 2017, Representative Tom Leonard, Speaker of the Michigan House of Representatives,
launched the House C.A.R.E.S. Task Force. The legislatifardadield several meetings across the
state in order to gather input from individuals and health care professionals on strategies to improve
mental health services in Michigan. On Januat, PD18, the task force published its final report with
42 recommendations for action on this issue. MDHHS is currently working with the House to explore
opportunities for alignment and collaboration on statewide efforts to improve access to inpatient
psychiatric services for Michigan residents.

Grant from the Michiga Health Endowment Fund

Due to the urgency of the crisis in access to inpatient psychiatric services, MDHHS searched for partners
that could provide crucial assistance with accelerating the implementation of breakthrough solutions

that emerged from the wikgroup. As part of this effort DHHSubmitted an application for the

Special Projects & Emergency ldeas grant from the Michigan Health Endowment Fund in order to secure
resources to support shoterm action on the recommendations. In response to tipplecation, he

Michigan Health Endowment Fuasvardedthe grantto MDHHSandMDHHSwill use the funding from

this grantto jumpstartthe implementation of several sheterm recommendations.
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Appendixes

Thefollowing appendixes are included in this report to provide additional context acidround
information on the workgrouand the recommendations.

T
1

1

Appendix A: Workgroup Charter

Appendix B: Map of Inpatient Psychiatric Facilities in Michigan

Appendix C: Steering Committee Charter

Appendix D: Sulivorkgroup Charter (Physical Plant)

Appendix E: SutWorkgroup Charter (Staffing and Teddased Care)

Appendix F: Suldvorkgroup Charter (Continuum of Care)

Appendix G: Suldvorkgroup Charter (Interoperability)

Appendix H: SulVorkgroup Charter (Financing and Reimbursement)

Appendix |: Summary of the Reqistry Design Dismuss

Appendix J: Analysis of tNéorkgroup Recommendations
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AppendixXA: Workgroup Charter

Purpose of the Workgroup

MDHHShas convened the workgroup in an effort to develop skerin and longterm

recommendations for improving access to inpatient psychiatric services. The workgroup will develop
several recommendations for action for the Michigan legislature and MDHHS.

Workgroup Responsibilities

The workgrouwill beresponsible for the followingassks:

1 Identify and discuss key issues that are related to inpatient psychiatric services;

9 Launch several sulworkgroups to (1) examine specific issues and (2) develop draft proposals to
address each issue; and

1 Review the proposals from each of the subrkgroups and make final recommendations to the
Michigan legislature and MDHHS.

Workgroup Facilitator
Phil Kurdunowicwill serve aghe facilitator for theworkgroup

WorkgroupMembership

Workgroup Members ‘

Amy Zaagman
Andy Hotaling
Belinda Chandler
Beth Nagel

Bill Slavin

Bob Sheehan

Brie Elsasser
Carolyn Watters
Cathy Meske
Cindy Kelly

Dave Schneider
Dillon McGough
Dr. Angela Pinheiro
Dr. Bill Sanders

Dr. Carmen Mclintyre

Michigan Council for Maternaind Child Health

Forest View

Michigan College of Emergency Physicians
Michigan Department of Health and Human Services
NorthGare Network

Community Mental Health Association of Michigan
Michigan Department of Health and Human Services
Mid-State Health Network

Northeast Michigan CMH Authority

Michigan Department of Health and Human Services
Michigan Department oflealth and Human Services
Michigan Health and Hospital Association

CMH for Central Michigan

Pine ResChristian Mental Health Services

Wayne State University School of Medicine
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Workgroup Members ‘

Dr. Debra Pinals
Dr. George Mellos
Dr. Scott Monteith
Eric Kurtz

Erin Emerson
Jackie Boyd

Jane Shank

Jared Welehodsky

Dr. Jeanette Scheid

Joe Sedlock
John Kettley
Jon Villasurda
Kathy Wahl
Kevin Fischer
Kelly Domagala
Kirstie Sieloff
Kris Kraft
Kristen Jordan
Kristy Moore
Laura Appel
Paige Fults
Lisa Grost

Lisa Williams
Lynda Zeller
Mary BerryBovia
Mary Chaliman
Matt Ellsworth
Matt Lori

Phil Kurdunowicz
Rhonda Brink
Sarah Hirsch
Sheri Falvay
Stacie Bladen
Stacey Hettiger
Tiffany Stone
Tom Renwick

Michigan Department of Health and Human Services
Hawthorn Center

Together Health Network / Michigan Psychiatric Society
Northern Michigan Regional Entity

Michigan Departmenof Health and Human Services
Michigan Department of Health and Human Services
' 3420A1GA2Y FT2N)J/ KAt RNByQa aSy
Michigan Department of Health and Human Services
Michigan Department oflealth and Human Services
Mid-State Health Network

Michigan Medicine

Michigan Department of Health and Human Services
Michigan Department of Health and Human Services
National Allianceon Mental Iliness/Behavioral Health Advisory Coun
Pine ResChristian Mental Health Services
Governor's Office

Blue Cross Blue Shield of Michigan

Michigan Health and Hospital Association
BayArenac Behavioral Health

Michigan Health and Hospital Association

Michigan Health and Hospital Association

Michigan Department of Health and Human Services
West Michigan Community Mentilealth

Michigan Department of Health and Human Services
Michigan Emergency Nurses Association

Michigan Department of Health and Human Services
Michigan Department of Health and Human Services
Michigan Department of Health and Human Services
Michigan Department of Health and Human Services
Pine ResChristian Mental Health Services
Southwest Michigan Behavioral Health

Michigan Department of Health and Human Services
Michigan Department of Health and Human Services
Michigan State Medical Society

Michigan Association of Health Plans

Michigan Department of Health anduman Services

Page25



Michiganlnpatient Psychiatric Admiss&dbiscussion FinalWorkgroup Report

Appendix B: Magof Inpatient Psychiatric Facilities in Michigan

Map of All Community Inpatient Psychiatric Facilities and State of Michigan Hospitals
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